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ABSTRACT. Objective. The Outcome Measures in Rheumatology (OMERACT) Rheumatoid Arthritis (RA)
Magnetic Resonance Imaging (MRI) scoring system (RAMRIS), evaluating bone erosion, bone
marrow edema/osteitis, and synovitis, was introduced in 2002, and is now the standard method of
objectively quantifying inflammation and damage by MRI in RA trials. The objective of this paper
was to identify subsequent advances and based on them, to provide updated recommendations for
the RAMRIS.

Methods. MRI studies relevant for RAMRIS and technical and scientific advances were analyzed by
the OMERACT MRI in Arthritis Working Group, which used these data to provide updated consid-
erations on image acquisition, RAMRIS definitions, and scoring systems for the original and new
RA pathologies. Further, a research agenda was outlined.

Results. Since 2002, longitudinal studies and clinical trials have documented RAMRIS variables to
have face, construct, and criterion validity; high reliability and sensitivity to change; and the ability
to discriminate between therapies. This has enabled RAMRIS to demonstrate inhibition of structural
damage progression with fewer patients and shorter followup times than has been possible with
conventional radiography. Technical improvements, including higher field strengths and improved
pulse sequences, allow higher image resolution and contrast-to-noise ratio. These have facilitated
development and validation of scoring methods of new pathologies: joint space narrowing and
tenosynovitis. These have high reproducibility and moderate sensitivity to change, and can be added
to RAMRIS. Combined scores of inflammation or joint damage may increase sensitivity to change
and discriminative power. However, this requires further research.

Conclusion. Updated 2016 RAMRIS recommendations and a research agenda were developed.
(First Release August 1 2017; J Rheumatol 2017;44:1706—12; doi:10.3899/jrheum.161433)
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Magnetic resonance imaging (MRI) allows sensitive
assessment of disease activity and structural damage in
inflammatory arthritides, and MRI variables are now
frequently used outcome measures in rheumatoid arthritis
(RA) clinical trials, providing new insights into disease status
and treatment response!2. The Outcome Measures in
Rheumatology (OMERACT) RA MRI Scoring system
(RAMRIS) was developed and validated from 1998-2002 by
the OMERACT MRI Working Group3. A core set of MRI
acquisitions, joint pathology definitions, and a scoring system
for semiquantitative evaluation of bone erosion, bone marrow
edema (osteitis), and synovitis were provided3, and this
method is now the standard MRI method used in RA clinical
trials!2.

Since 2002, new developments and increased knowledge
have become available. These include development of an
MRI atlas, new data from clinical trials, technical develop-
ments, and development and validation of MRI scoring
methods for assessing additional pathologies that are
important in RA. These improvements and their implication
for the use of RAMRIS have never been systematically
described, which is our intention here.

Thus, in our present article, the OMERACT MRI in
Arthritis Working Group for the first time since the RAMRIS
was published in 2003 describe the advances related to the
RAMRIS, which include clinical trial data, MRI technical
improvements, and development of assessment methods for
new RA pathologies, and provide updated recommendations
on how to use the OMERACT RAMRIS for different
purposes in RA clinical trials and observational studies.

MATERIALS AND METHODS

Based on recent developments on MRI in RA in general and the OMERACT
RAMRIS in particular, we summarize the important achievements of
relevance for RAMRIS, including technical developments, new validated
instruments*, and acquired scientific knowledge. Updated recommendations
by the OMERACT MRI in Arthritis Working Group, including an updated
list of RAMRIS definitions (Table 1) and scoring systems (Table 2 and
Figure 1) for RA pathologies are provided. Further, a research agenda is
outlined (Table 3).

RESULTS

The performance of the original RAMRIS features. The
superior sensitivity of MRI for assessing inflammation and
structural damage, as compared to clinical examination and
conventional radiography, has been documented in many
randomized controlled trials (RCT) of patients with early and
established RA'°07 also documenting the feasibility of
RAMRIS. Compared to radiography, MRI can document

statistically significant structural damage inhibition in less
than half the time and with fewer than half the patients®?.
The American College of Rheumatology RA Clinical Trials
Task Force Imaging Group and the OMERACT MRI in
Arthritis Working Group have, based on a systematic liter-
ature review, concluded that MRI best serves the purpose of
achieving sensitive ascertainment of structural damage in
RCT, and additionally provides objective measures of inflam-
matory predictors of damage?. An independent value of early
MRI inflammatory changes (synovitis and osteitis) and
changes therein for predicting subsequent structural damage
progression has been documented!?-11:12,

MRI osteitis and synovitis have documented criterion
validity, by comparison with histology, and MRI erosion has
documented construct validity by comparisons with
computed tomography!-2:13:14:15.16_Criterion validity of MRI
of articular cartilage has also been demonstrated!”.

Recently, the relevance of MRI findings (synovitis,
osteitis, erosion, tenosynovitis) for important patient-reported
outcomes (PRO) of functional disability [Health Assessment
Questionnaire (HAQ)] and pain has been documented'8-1°.
Independent, statistically significant associations of RAMRIS
synovitis, erosion, and tenosynovitis scores with pain and
patient’s global (synovitis only) and HAQ (all) have been
found'®-19. Further, improvements in synovitis and bone
erosion were associated with improvements in PRO'8. In
contrast, radiographic change, assessed by the Sharp/van der
Heijde method (SvDH), were not associated with PRO. A
significant correlation between HAQ and radiographic joint
damage (SvDH) has, however, been documented?, but this
required larger studies.

Considerations for technical improvements in MRI image
acquisition. MRI is undergoing continuous technical innova-
tions and refinements, and important developments have
occurred since 2002. Improvements in hardware (magnets,
gradients, and coils) and software (pulse sequences) have
made it possible to acquire images with higher resolution and
signal-to-noise ratios. These and other improvements allowed
our group to develop the joint space narrowing (JSN) score,
which was not originally included in 1998-2002 because of
insufficient image quality at that time. Other technical devel-
opments that may in the future lead to alternative assessment
methods to RAMRIS include dynamic contrast-enhanced
MRI®2!122 automated volumetric quantification, e.g., using
active appearance modeling (referred to as the Rheumatoid
Arthritis Magnetic Resonance Imaging Quantitative assess-
ment system)®, and whole-body MRI?3-24, These methods
require further validation and testing.

It is still recommended to use postcontrast T1-weighted
sequences for optimal assessment of synovitis, T1-weighted
sequences that enable visualization in 2 planes for assessment
of bone erosions, and T2-weighted fat-saturated (T2FS) or
short-tau inversion recovery (STIR) images for assessment
of bone marrow edema/osteitis, whereas tenosynovitis can
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Table 1. OMERACT MRI in RA group’s updated 2016 recommendations of a “core set” of basic MRI sequences and MRI definitions of important RA joint
pathologies for use in the RA MRI scoring system (OMERACT 2016 RAMRIS).

“Core set” of basic MRI sequences:

It is suggested that future MRI studies, which intend to assess inflammatory and destructive changes in RA joints, should include at least the following:
¢ Tl1-weighted images before and after IV gadolinium-contrast injection* that enable visualization in 2 planes**
e T2-weighted fat-saturated or STIR images

Definitions of important RA joint pathologies:

¢ Synovitis: An area in the synovial compartment that shows above-normal postgadolinium enhancement (signal intensity increase) of a thickness greater
than the width of the normal synovium

* MRI bone erosion: A sharply marginated bone lesion, with correct juxtaarticular localization and typical signal characteristics’, which is visible in 2

planes with a cortical break seen in at least 1 plane’’

MRI osteitis/bone marrow edema: A lesion® within the trabecular bone, with ill-defined margins and signal characteristics consistent with increased

water content?*

MRI joint space narrowing: Reduced joint space width compared to normal, as assessed in a slice perpendicular to the joint surface

» MRI tenosynovitis: Peritendinous effusion” and/or tenosynovial postcontrast enhancement, seen on axial sequences over > 3 consecutive slices

*IV gadolinium injection is particularly important if assessment of synovitis is considered important. **Bi-planar imaging can be achieved by a 2-dimensional
sequence in 2 planes or a single 3-D acquisition with isometric voxels allowing reconstruction in multiple planes. A dedicated cartilage sequence, e.g., a
fat-suppressed 3-D gradient echo sequence, will improve cartilage assessment. FOn T1-weighted images: discontinuity of the signal void of cortical bone and
loss of normal high signal intensity of bone marrow fat. Rapid post-gadolinium enhancement suggests presence of active, hypervascularized pannus tissue in
the erosion. TfOther focal bone lesions and variations of normal anatomy must obviously be considered, but are generally distinguishable with associated
imaging and clinical findings. ¥May occur alone or surrounding an erosion. **High signal intensity on T2-weigted fat-saturation or STIR images, and low signal
intensity on T1-weighted images. *High signal intensity on T2-weigted fat-saturated/STIR images. #”Enhancement (signal intensity increase) is judged by
comparison of T1-weighted images obtained before and after IV gadolinium-contrast. OMERACT: Outcome Measures in Rheumatology; MRI: magnetic
resonance imaging; RA: rheumatoid arthritis; RAMRIS: Rheumatoid Arthritis Magnetic Resonance Imaging Scoring system; IV: intravenous; STIR: short-tau
inversion recovery.

Table 2. The OMERACT MRI in Arthritis Working Group’s updated 2016 recommendations of the OMERACT RA MRI scoring system (OMERACT 2016
RAMRIS).

Bone erosion ¢ Each bone (wrists: distal radius, distal ulna, carpal bones, metacarpal bases; MCP joints: metacarpal heads, phalangeal bases) is scored
separately
¢ The scale is 0-10, based on the proportion of eroded bone compared to the “assessed bone volume,” judged on all available images:
0 =no erosion; 1 = 1-10% of bone eroded; 2 = 11-20%, etc. For long bones, the “assessed bone volume” is from the articular surface
(or its best estimated position if absent) to a depth of 1 cm, while in carpal bones it is the whole bone
¢ In case a bone is fused with another bone, bone erosion is scored as 10 in the bone

Osteitis/bone ¢ Each bone is scored separately (as for erosions)
marrow edema e The scale is 0-3 based on the proportion of bone with osteitis, as follows: 0 = no osteitis; 1 = 1-33% of bone with osteitis;
2 =34-66%; 3 = 67-100%
Synovitis ¢ Synovitis is assessed in 3 wrist regions (1. the distal radioulnar joint; 2. the radiocarpal joint; 3. the intercarpal and carpometacarpal

joints) and in each MCP joint. The first carpometacarpal joint is not scored
¢ The scale is 0-3. Score 0 is normal, while 1- 3 (mild, moderate, severe) are by thirds of the presumed maximum volume of enhancing
tissue in the synovial compartment
Joint space * Joint space narrowing is assessed at 17 locations in the wrist, between distal radius and carpal bones (2 sites), between the carpal bones
narrowing (except the pisiform; 10 sites), and between carpal bones and each metacarpal bone (5 sites), and in each MCP joint
e The scale is 0—4, as follows: 0 = no narrowing; 1 = focal or mild (< 33%) narrowing; 2 = moderate (34—66%) narrowing; 3 = moderate
to severe (67-99%) narrowing; 4 = ankylosis
Tenosynovitis ¢ In the wrist, tenosynovitis is assessed at 6 extensor tendon compartments and 3 flexor tendon compartments, between the radioulnar
joint and the hook of hamate. At the level of the MCP joints, flexor tendons are assessed in an area from 1 cm proximal to 1 cm distal
to each joint
¢ Tenosynovitis is scored based on the maximum width of the effusion and/or tenosynovial enhancement measured perpendicularly
to the tendon
e The scale is 0-3, as follows: 0 =no; 1 =< 1.5 mm; 2 == 1.5 mm but < 3 mm; 3 = > 3 mm peritendinous effusion
and/or postcontrast tenosynovial enhancement

OMERACT: Outcome Measures in Rheumatology; MRI: magnetic resonance imaging; RA: rheumatoid arthritis; RAMRIS: Rheumatoid Arthritis Magnetic
Resonance Imaging Scoring system; MCP: metacarpophalangeal.
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Table 3. Research agenda.

List of proposed areas for investigation* by the OMERACT MRI in Arthritis Working Group:

¢ Combined scores of inflammation (synovitis, osteitis, and tenosynovitis) and of damage (bone erosion
and cartilage damage/JSN)

¢ New sequences, e.g., MRI without intravenous contrast injection for assessment of synovitis, dedicated
cartilage sequences, and diffusion-weighted MRI

e Validation of RAMRIS in other joints, such as proximal interphalangeal joints (hands), first interpha-
langeal joints, and metatarsophalangeal joints

¢ Whole-body MRI

¢ Quantitative methods, including dynamic contrast-enhanced MRI, automated volume quantification
(e.g., RAMRIQ)

. Simplified RAMRIS, e.g., scoring of reduced amounts of anatomical areas, e.g., fewer sites for JSN
assessment, first carpometacarpal joint, etc.

¢ Development of an updated tool for training and calibration.

*Including, but not limited to, assessment of reproducibility, sensitivity to change, and discriminatory ability.
OMERACT: Outcome Measures in Rheumatology; MRI: magnetic resonance imaging; JSN: joint space narrowing;
RAMRIS: Rheumatoid Arthritis Magnetic Resonance Imaging Scoring system; RAMRIQ: Rheumatoid Arthritis
Magnetic Resonance Imaging Quantitative assessment system.
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Figure 1. Pathologies and areas assessed by the 2016 updated Rheumatoid Arthritis Magnetic Resonance Imaging Scoring recom-
mendations. Illustration of locations assessed for bone erosion and joint space narrowing (left), osteitis (center), and synovitis and
tenosynovitis (right) of wrist and metacarpophalangeal joint. The drawing is an electronic case report form used for entering MRI
scores on www.copecare.org. IC-CM: intercarpal-carpometacarpal joints; RC: radiocarpal joint; RU: distal radioulnar joint; I-VI
and 1-3: extensor respectively flexor tendon compartments of the wrist; NA: not applicable; MCP: metacarpophalangeal joints;
PIP: proximal interphalangeal joints.

be assessed by T2FS/STIR or by pre- and postcontrast
T1-weighted images. Potentially new sequences may replace
the need for intravenous contrast injection for synovitis
assessment, but because studies so far have found a lower
sensitivity and reproducibility of T2FS/STIR than postcon-
trast T1-weighted images®-?°, these cannot be generally

recommended for synovitis assessment. For optimal
assessment of cartilage/JSN, sequences specifically suited for
cartilage assessment, such as fat-suppressed, T1-weighted
3-D- gradient echo sequences, provide the highest image
quality™>1727, Different MRI sequences for cartilage visuali-
zation have been extensively studied in knee osteoarthritis,
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but studies of the relative sensitivity to change and repro-
ducibility of different sequences for cartilage/JSN assess-
ments in RA hands and wrists have not been performed.
RAMRIS has been successfully applied in other joints, such
as proximal interphalangeal joints (hands), first interpha-
langeal joints, and metatarsophalangeal joints. The validation
of findings in these joints is, however, limited.

Based on the general current availability of high-quality
MRI units, which allows such sequences, it is recommended
to use thin slices (thicknesses of <2 mm), or 3-D sequences
with isotropic (i.e., cubic) voxels, allowing reconstruction of
the anatomy in 2 perpendicular imaging planes. It should be
noted that even better spatial resolution can be achieved on
certain MRI systems. However, the current OMERACT
recommendations are not intended to be exclusive, but rather
provide common standards/minimal requirements, which are
feasible in most centers in which RA clinical trials are likely
to be carried out. If of high quality, RAMRIS may be used even
with low field strength units. If a change in methodology is
introduced, it is important to compare its performance with the
original method, for the specific scientific question asked?3.

Assessment of additional RA pathologies. The original
OMERACT RAMRIS? evaluated bone erosion, bone marrow
edema/osteitis, and synovitis. An atlas illustrating the scoring
method, aimed at improving accessibility and standardization
among investigators worldwide, was published in 2005%°.
Acknowledging that cartilage damage is an important part of
the disease process in RA20, from 2008 to 2014 we developed
and validated an OMERACT method for assessing cartilage
loss/JSN as a potential addition to the original RAMRIS
system393132_ Similarly, because tenosynovitis is a frequent
and early inflammatory feature that can cause tendon rupture
and may be associated with subsequent bone erosion?3-34, a
RAMRIS tenosynovitis scoring system has recently been
developed and validated> (Table 1 and Table 2).

Thus, RAMRIS now covers a broader spectrum of
pathologies seen in RA, which have all been shown to be
assessable with high reproducibility and at least moderate
sensitivity to change3!32-33:3¢, The recommendation to
include the additional pathologies and joints is based on the
reasons described above.

In an individual clinical study, all or just a subset of these
variables can be applied. Some studies may aim only to
assess the antiinflammatory efficacy, e.g., in a Phase 1 or 2
trial, and thus focus on synovitis, osteitis, and tenosynovitis,
whereas studies testing other mechanisms of action, e.g.,
osteoclast inhibition3’, may focus only on bone erosion and
JSN to assess structural damage progression. More
commonly, all RAMRIS variables will be relevant because
both inflammation and damage are integral parts of the RA
disease process and this approach also allows assessing the
spatial and temporal relation between them.

The first metacarpophalangeal joint (MCP1), which was
not covered in the original RAMRIS because of technical

limitations at the time, has since been successfully included
in several clinical trials. Given the importance of the thumb
to the functionality of the hand, including MCP1 is relevant.

Combined scores of inflammation (synovitis, osteitis, and
tenosynovitis) or damage (bone erosion and JSN) may offer
superior discrimination of treatment effects, but their use thus
far has been limited, and thus they require further research
(Table 3). However, preliminary data suggest that addition of
tenosynovitis>$-3%40 may increase the sensitivity to change
and provide additional information. A “total damage” score
combining cartilage loss and bone erosion has also been
shown to demonstrate significant progression over time and
discrimination of treatment effects (active vs placebo
treatment)>*?, Combining inflammatory and structural
damage variables into a single score is not relevant, however,
because they represent different constructs.

DISCUSSION

Our paper describes advances since the OMERACT
RAMRIS was developed 15 years ago, and provides updated
recommendations from the OMERACT MRI in Arthritis
Working group regarding MRI assessment of patients with
RA according to RAMRIS.

The advances include increased knowledge of the validity
and utility of RAMRIS, further validating its fulfillment of
the OMERACT filter*. Data have been provided regarding
sensitivity to change, discrimination between therapies in
clinical trials, and associations with patient-centered
outcomes, such as functional ability and pain, improvements
in MRI acquisition, and updated RAMRIS recommendations,
including new definitions and scoring methods for the
additional pathologies (tenosynovitis and JSN). These
improvements are expected to further increase the utility of
RAMRIS in RA clinical trials and clinical cohorts.

REFERENCES

1. Peterfy C, @stergaard M, Conaghan PG. MRI comes of age in RA
clinical trials. Ann Rheum Dis 2013;72:794-6.

2. American College of Rheumatology Rheumatoid Arthritis Clinical
Trials Task Force Imaging Group and Outcome Measures in
Rheumatology Magnetic Resonance Imaging Inflammatory Arthritis
Working Group. Review: the utility of magnetic resonance imaging
for assessing structural damage in randomized controlled trials in
rheumatoid arthritis. Arthritis Rheum 2013;65:2513-23.

3. Ostergaard M, Peterfy C, Conaghan P, McQueen F, Bird P, Ejbjerg
B, et al. OMERACT Rheumatoid Arthritis Magnetic Resonance
Imaging Studies. Core set of MRI acquisitions, joint pathology
definitions, and the OMERACT RA-MRI scoring system.

J Rheumatol 2003;30:1385-6.

4. Boers M, Kirwan JR, Gossec L, Conaghan PG, d’Agostino MA,
Bingham CO 3rd, et al. How to choose core outcome measurement
sets for clinical trials: OMERACT 11 approves filter 2.0.

J Rheumatol 2014;41:1025-30.

5. Peterfy C, Emery P, Tak PP, @stergaard M, DiCarlo J, Otsa K, et al.
MRI assessment of suppression of structural damage in patients
with rheumatoid arthritis receiving rituximab: results from the
randomised, placebo-controlled, double-blind RA-SCORE study.
Ann Rheum Dis 2016;75:170-7.

—| Personal non-commercial use only. The Journal of Rheumatology Copyright © 2017. All rights reserved. |—
1710 The Journal of Rheumatology 2017; 44 :Part 2; doi:10.3899/jrheum.161433

Downloaded on January 13, 2026 from www.jrheum.org


http://www.jrheum.org/

6. Conaghan PG, @stergaard M, Bowes MA, Wu C, Fuerst T, van der disability in early arthritis-results of a cross-sectional study.
Heijde D, et al. Comparing the effects of tofacitinib, methotrexate Rheumatology 2016;55:2167-75.
and the combination, on bone marrow oedema, synovitis and bone 20. Bombardier C, Barbieri M, Parthan A, Zack DJ, Walker V, Macarios
erosion in methotrexate-naive, early active rheumatoid arthritis: D, et al. The relationship between joint damage and functional
results of an exploratory randomised MRI study incorporating disability in rheumatoid arthritis: a systematic review. Ann Rheum
semiquantitative and quantitative techniques. Ann Rheum Dis Dis 2012;71:836-44.
2016;75:1024-33. 21. Boesen M, @stergaard M, Cimmino MA, Kubassova O, Jensen KE,
7. Genovese MC, Yang F, @stergaard M, Kinnman N. Efficacy of Bliddal H. MRI quantification of rheumatoid arthritis: current
VX-509 (decernotinib) in combination with a disease-modifying knowledge and future perspectives. Eur J Radiol 2009;71:189-96.
antirheumatic drug in patients with rheumatoid arthritis: clinical and 22. Axelsen MB, Stoltenberg M, Poggenborg RP, Kubassova O, Boesen
MRI findings. Ann Rheum Dis 2016;75:1979-83. M, Bliddal H, et al. Dynamic gadolinium-enhanced magnetic
8. (stergaard M, Emery P, Conaghan PG, Fleischmann R, Hsia EC, resonance imaging allows accurate assessment of the synovial
Xu W, et al. Significant improvement in synovitis, osteitis, and bone inflammatory activity in rheumatoid arthritis knee joints: a
erosion following golimumab and methotrexate combination comparison with synovial histology. Scand J Rheumatol
therapy as compared with methotrexate alone: A magnetic 2012;41:89-94.
resonance imaging study of 318 methotrexate-naive rheumatoid 23. Axelsen MB, Eshed I, Duer-Jensen A, Moller JM, Pedersen SJ,
arthritis patients. Arthritis Rheum 2011;63:3712-22. Dstergaard M. Whole-body MRI assessment of disease activity and
9. Baker JF, Conaghan PG, Emery P, Baker DG, @stergaard M. structural damage in rheumatoid arthritis: first step towards an MRI
Validity of early MRI structural damage end points and potential joint count. Rheumatology 2014;53:845-53.
impact on clinical trial design in rheumatoid arthritis. Ann Rheum 24. @stergaard M, Eshed I, Althoff C, Poggenborg RP, Diekhoff T,
Dis 2016;75:1114-9. Krabbe S, et al. Whole-body magnetic resonance imaging in
10. Hetland ML, Ejbjerg B, Horslev-Petersen K, Jacobsen S, inflammatory arthritis: systematic literature review and first steps
Vestergaard A, Jurik AG, et al; CIMESTRA study group. MRI bone toward standardization and an OMERACT scoring system.
oedema is the strongest predictor of subsequent radiographic J Rheumatol 2017:44:1699-1705.
progression in early rheumatoid arthritis. Results from a 2-year 25. @stergaard M, Conaghan PG, O’Connor P, Szkudlarek M, Klarlund
randomised controlled trial (CIMESTRA). Ann Rheum Dis M, Emery P, et al. Reducing invasiveness, duration, and cost of
2009;68:384-90. magnetic resonance imaging in rheumatoid arthritis by omitting
11. Bgyesen P, Haavardsholm EA, @stergaard M, van der Heijde D, intravenous contrast injection — does it change the assessment of
Sesseng S, Kvien TK. MRI in early rheumatoid arthritis: synovitis inflammatory and destructive joint changes by the OMERACT
and bone marrow oedema are independent predictors of subsequent RAMRIS? J Rheumatol 2009;36:1806-10.
radiographic progression. Ann Rheum Dis 2011;70:428-33. 26. Krabbe S, Eshed I, Pedersen SJ, Bgyesen P, Mgller JM, Therkildsen
12. Baker JF, @stergaard M, Emery P, Hsia EC, Lu J, Baker DG, et al. F, et al. Bone marrow oedema assessment by magnetic resonance
Early MRI measures independently predict 1-year and 2-year imaging in rheumatoid arthritis wrist and metacarpophalangeal
radiographic progression in rheumatoid arthritis: secondary analysis joints: the importance of field strength, coil type and image
from a large clinical trial. Ann Rheum Dis 2014;73:1968-74. resolution. Rheumatology 2014;53:1446-51.
13. Jimenez-Boj E, Nobauer-Huhmann I, Hanslik-Schnabel B, Dorotka 27. Peterfy CG, Olech E, DiCarlo JC, Merrill JT, Countryman PJ,
R, Wanivenhaus AH, Kainberger F, et al. Bone erosions and bone Gaylis NB. Monitoring cartilage loss in the hands and wrists in
marrow edema as defined by magnetic resonance imaging reflect rheumatoid arthritis with magnetic resonance imaging in a
true bone marrow inflammation in rheumatoid arthritis. Arthritis multi-center clinical trial: IMPRESS (NCT00425932). Arthritis Res
Rheum 2007;56:1118-24. Ther 2013;15:R44.
14. McQueen FM, Gao A, @stergaard M, King A, Shalley G, Robinson 28. @stergaard M, Haavardsholm EA. Imaging: MRI in healthy
E, et al. High-grade MRI bone oedema is common within the volunteers - important to do, and do correctly. Nat Rev Rheumatol
surgical field in rheumatoid arthritis patients undergoing joint 2016;12:563-4.
replacement and is associated with osteitis in subchondral bone. 29. @stergaard M, Edmonds J, McQueen F, Peterfy C, Lassere M,
Ann Rheum Dis 2007;66:1581-7. Ejbjerg B, et al. An introduction to the EULAR-OMERACT
15. Dghn UM, Ejbjerg BJ, Court-Payen M, Hasselquist M, Narvestad E, rheumatoid arthritis MRI reference image atlas. Ann Rheum Dis
Szkudlarek M, et al. Are bone erosions detected by magnetic 2005;64 Suppl 1:i3-7.
resonance imaging and ultrasonography true erosions? A 30. @stergaard M, Bgyesen P, Eshed I, Gandjbakhch F, Lillegraven S,
comparison with computed tomography in rheumatoid arthritis Bird P, et al. Development and preliminary validation of a magnetic
metacarpophalangeal joints. Arthritis Res Ther 2006;8:R110. resonance imaging joint space narrowing score for use in
16. Dghn UM, Ejbjerg BJ, Hasselquist M, Narvestad E, Mgller J, rheumatoid arthritis: potential adjunct to the OMERACT RA MRI
Thomsen HS, et al. Detection of bone erosions in rheumatoid scoring system. J Rheumatol 2011;38:2045-50.
arthritis wrist joints with magnetic resonance imaging, computed 31. Dghn UM, Conaghan PG, Eshed I, Boonen A, Bgyesen P, Peterfy
tomography and radiography. Arthritis Res Ther 2008;10:R25. CG, et al. The OMERACT-RAMRIS rheumatoid arthritis magnetic
17. Peterfy CG, van Dijke CF, Lu Y, Nguyen A, Connick TJ, Kneeland resonance imaging joint space narrowing score: intrareader and
JB, et al. Quantification of the volume of articular cartilage in the interreader reliability and agreement with computed tomography
metacarpophalangeal joints of the hand: Accuracy and precision of and conventional radiography. J Rheumatol 2014:41:392-7.
three-dimensional MR imaging. AJR Am J Roentgenol 32. Glinatsi D, Lillegraven S, Haavardsholm EA, Eshed I, Conaghan
1995;165:371-5. PG, Peterfy C, et al. Validation of the OMERACT magnetic
18. Baker JF, Conaghan PG, Emery P, Baker DG, @stergaard M. resonance imaging joint space narrowing score for the wrist in a
Relationship of patient-reported outcomes with MRI measures in multireader longitudinal trial. ] Rheumatol 2015;42:2480-5.
rheumatoid arthritis. Ann Rheum Dis 2017;76:486-90. 33. McQueen F, Beckley V, Crabbe J, Robinson E, Yeoman S, Stewart
19. Burgers LE, Nieuwenhuis WP, van Steenbergen HW, Newsum EC, N. Magnetic resonance imaging evidence of tendinopathy in early

Huizinga TW, Reijnierse M, et al. Magnetic resonance
imaging-detected inflammation is associated with functional

rheumatoid arthritis predicts tendon rupture at six years. Arthritis
Rheum 2005;52:744-51.

—| Personal non-commercial use only. The Journal of Rheumatology Copyright © 2017. All rights reserved. |—
Ostergaard, et al: Updated OMERACT RAMRIS recommendations 1711

Downloaded on January 13, 2026 from www.jrheum.org


http://www.jrheum.org/

34.

35.

36.

37.

38.

Lillegraven S, Boyesen P, Hammer HB, @stergaard M, Uhlig T,
Sesseng S, et al. Tenosynovitis of the extensor carpi ulnaris tendon
predicts erosive progression in early rheumatoid arthritis. Ann
Rheum Dis 2011;70:2049-50.

Glinatsi D, Bird P, Gandjbakhch F, Haavardsholm EA, Peterfy CG,
Vital EM, et al. Development and validation of the OMERACT
rheumatoid arthritis magnetic resonance tenosynovitis scoring
system in a multireader exercise. J Rheumatol 2017;44:1688-93.
Haavardsholm EA, @stergaard M, Ejbjerg BJ, Kvan NP, Uhlig TA,
Lilleds FG, et al. Reliability and sensitivity to change of the
OMERACT rheumatoid arthritis magnetic resonance imaging score
in a multireader, longitudinal setting. Arthritis Rheum
2005;52:3860-7.

Cohen SB, Dore RK, Lane NE, Ory PA, Peterfy CG, Sharp JT, et al.
Denosumab treatment effects on structural damage, bone mineral
density, and bone turnover in rheumatoid arthritis: a twelve-month,
multicenter, randomized, double-blind, placebo-controlled, phase 11
clinical trial. Arthritis Rheum 2008;58:1299-309.

Haavardsholm EA, @stergaard M, Hammer HB, Boyesen P, Boonen
A, van der Heijde D, et al. Monitoring anti-TNFalpha treatment in

39.

40.

rheumatoid arthritis: responsiveness of magnetic resonance imaging
and ultrasonography of the dominant wrist joint compared with
conventional measures of disease activity and structural damage.
Ann Rheum Dis 2009;68:1572-9.

Axelsen MB, Eshed I, Horslev-Petersen K, Stengaard-Pedersen K,
Hetland ML, Moller J, et al; OPERA study group. A treat-to-target
strategy with methotrexate and intra-articular triamcinolone with or
without adalimumab effectively reduces MRI synovitis, osteitis and
tenosynovitis and halts structural damage progression in early
rheumatoid arthritis: results from the OPERA randomised controlled
trial. Ann Rheum Dis 2015;74:867-75.

Mgller-Bisgaard S, Ejbjerg BJ, Eshed I, Hgrslev-Petersen K,
Hetland ML, Jurik AG, et al. Effect of a treat-to-target strategy
based on methotrexate and intra-articular betamethasone with or
without additional cyclosporin on MRI-assessed synovitis, osteitis,
tenosynovitis, bone erosion, and joint space narrowing in early
rheumatoid arthritis: results from a 2-year randomized double-blind
placebo-controlled trial (CIMESTRA). Scand J Rheumatol 2016 Oct
24 (E-pub ahead of print).

—| Personal non-commercial use only. The Journal of Rheumatology Copyright © 2017. All rights reserved. |—

1712

The Journal of Rheumatology 2017; 44 :Part 2; doi:10.3899/jrheum 161433

Downloaded on January 13, 2026 from www.jrheum.org


http://www.jrheum.org/

